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 Y 000 Initial Comments  Y 000

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state, or local laws.

This Statement of Deficiencies was generated as 

a result of an annual State Licensure survey 

conducted at your facility on 4/30/09.  This State 

Licensure survey was conducted by the authority 

of NRS 449.150, Powers of the Health Division.

The facility was licensed for ten Residential 

Facility for Group beds for elderly and disabled 

persons, Category II residents. The census at the 

time of the survey was six. Six resident files were 

reviewed and six employee files were reviewed.  

One discharged resident file was reviewed. The 

facility received a grade of A.  

The following deficiencies were identified:

 Y 356

SS=F
449.222(6) Bathrooms and Toilet Facilities

NAC 449.222

6. Bathroom doors that are equipped with locks 

must open with a single motion from the inside 

without the use of a key.  If a key is required to 

open a lock from outside the bathroom, the key 

must be readily available at all times.

This Regulation  is not met as evidenced by:

 Y 356

Based on observation on 4/30/09, the facility 

failed to ensure bathroom doors were equipped 

with locks that open with a single motion from 

inside without the use of a key.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Severity:  2      Scope:  3

 Y 532

SS=C
449.260(1)(g)(1)(2) Activities for Residents

NAC 449.260

1. The caregivers employed by a residential 

facility shall:

(g) Post, in a common area of the facility, a 

calendar of activities for each month that notifies 

residents of the major activities that will occur in 

the facility.  The calendar must be:

(1) Prepared at least a month in advance.

                (2) Kept on file at the facility for not less 

than 6 months after it expires.

This Regulation  is not met as evidenced by:

 Y 532

Based on observation and record review on 

4/30/09, the facility failed to develop and post  a 

calendar of current activities.

Severity:  1        Scope:  3

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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